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TWO SURVEYS have previously been carried out on work load and morbidity in
general practice in Northern Ireland. Crawford (1954) in a two year study considered
all aspects of work in his practice with special reference to the relationship of work
load and morbidity with age. Maybin (1963) considered work load principally in
connection with referral of patients to hospital and hospital admissions. His mor-
bidity figures refer only to psychosis and psychoneurosis, and to his midwifery
statistics. He also considered briefly clinical pathology and domiciliary consultations.
These, so far as we could ascertain, have been the only published works on these
subjects from Northern Ireland. In contrast, many studies on work load and mor-
bidity in Great Britain have been published.
We therefore decided to carry out a study of work load and morbidity in our
practice in 1967 to ascertain if these differed in any great respect from those studies
published previously in Great Britain and Northern Ireland.
The practice is conducted by two principals from central surgery premises situated
at Shore Road, Belfast, Northern Ireland. Both principals hold part-time industrial
and hospital appointments. A part-time nurse/receptionist and a part-time secretary
are employed. A health visitor attends on a partial attachment basis. Surgery attend-
ances have been by appointment for several years. The practice population in
January 1967 was 3,987 and in December 1967, 4,007. The age/sex distribution of
the practice on 31st October 1967, was as shown in Table I. The practice population
shown in this register is always larger than the true practice population, because of
inherent delays in the system of National Health Service records.
TABLE I - Age/Sex Register
0-5 6-14 16-44 45-64 65+ All Ages
Males 200 366 810 401 124 1,901
Females 176 388 905 482 190 2,141
METHOD - SURGERY ATTENDANCES AND DOMICILIARY VISITS
Only direct doctor patient contacts were noted. Advice given by telephone, or to
relatives was not recorded as a surgery attendance or domiciliary visit. The practice
nurse carried out our immunisation programmes and routine injections, e.g. cytamen.
From 1st January 1967, she also issued and wrote repeat prescriptions which were
scrutinized and signed by us (Details are given in Table II).
A total of 852 routine laboratory investigations was carried out - 401 complete
blood counts, 95 rhesus and blood groupings, 33 protein bound iodine, 44 R.A.
Latex, 41 Paul Bunnell, 140 mid-stream specimens of urine, 95 pregnancy tests, 2
liver function tests and an uric acid estimation. A total of 183 cervical smears was
taken from ante-natal patients and patients at risk (35 years and over).
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Jan. Feb. Mar. Apr. May June July Aug. Sept. Oct. Nov. Dec.
Consultation 1,125 971 1,010 982 1,116 1,067 844 1,016 1,010 1,039 1,053 903
Injections
(Nurse) 41 38 39 39 39 29 21 44 43 24 42 19
Prescriptions
(Nurse) 623 555 544 479 586 436 415 538 491 377 538 474
TABLE III - Domiciliary Visits and Maternity
Jan. Feb. Mar. Apr. May June July Aug. Sept. Oct. Nov. Dec.
New Visits 183 154 164 179 184 150 134 121 167 169 172 215
Re. Visits 39 38 34 42 48 37 24 36 30 3.6 41 41
Post-Natal Visits 15 11 24 10 11 31 30 27 20 30 11 25
Confinements 3 2 4 2 2 6 6 5 4 6 3 5
Details of domiciliary visits and maternity work are provided in Table III. During
1967, one maternity case was confined at home - all the others were confined in
general practitioner units.
MORBIDITY SURVEYING
Morbidity surveying is carried out by using a disease index system in which the
patient is identified by name, date of birth, marital status and social class. The
disease index is the Royal College of General Practitioners' classification which
is based on the International Classification of disease.
For the purposes of this survey, only those attending with a 'new' disease were
entered in the index - thus a patient attending with rheumatoid arthritis for the first
time would be entered, but subsequent attendances because of rheumatoid arthritis
would not have an entry. If, however, the patient re-attended with, e.g. an upper
respiratorv tract infection subsequent to the initial visit for rheumatoid arthritis,
this would be entered. The outcome of this survey is given in Table IV. As both
practitioners and the secretary were new to this work inevitably a few mistakes
crept in, but as these were very few in comparison with the total number (7,558) of
incidents, they have been ignored.
DIscussIoN - WORK LOAD
The doctor patient contact rate per patient was 3.7 - this included post-natal
visiting. If the work of the practice nurse, which in other practices would normally
have been carried out by the practitioner, is included, the figure rises to 5.32. This
latter figure compares with those of Maybin (1963) whose contact rate appears to
be 4.4 by deduction from his tables, and Crawford (1954) whose comparable figure
was 3.19.
Many studies have been carried out in Great Britain. Taylor (1954>, after studying
several practices, found a range of 3.5 to 9.6 as the minimum and maximum contact
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Infectious Diseases
Neoplasms
Allergy, Metabolic, etc.
Blood
Psychiatric
C.N.S.
C.v.S.
Respiratory
G.I. Tract
G.U. Tract
Maternity
Skin
Skeletal
Congenital
Early Infancy
Miscellaneous
Accidents
Prophylactic Procedures
Administration
Number
M F
115 130
6 19
125 189
5 41
84 292
285 344
96 159
914 1,162
320 402
69 447
- 228
323 427
218 319
5 2
6 5
14 20
217 173
133 249
8 7
Total
245
25
314
46
376
629
255
2,076
722
516
228
750
537
7
11
34
390
382
15
% of
Total
3.2
.3
4.2
.6
5.0
8.3
3.4
27.5
9.6
6.8
3.0
9.9
7.1
.1
.1
.5
5.1
5.1
.2
Logan Reference
and to
Cushion Hospital/
(1958) Admission
4
9
14
- 5
10
9.5 32
5.3 40
23.1 19
8.6 55
58
41
8.4 39
6.7 26
1
- 0
- 3
8.2 61
4
0
rates. In more specific studies, the rate of Barnes (1958) in an industrial practice
was 4.6, and Pinsent (1950) reported his as 4.1.
We carried out 231 laboratory tests per 1,000 patients at risk. This incfuded all
ante-natal blood examinations but not cervical smears. Maybin's figure was 14 per
1,000 patients at risk, but this did not include ante-natal blood investigations, nor
pregancy tests. In addition, he used a haemoglobinometer for primary assessment of
haemoglobin estimations, whereas we sent all investigations to the Central Labor-
atory. Barker's (1967) comparable figure for a practice in Essex was 255 laboratory
investigations per 1,000 patients at risk.
MORBIDITY
The results of our survey appear to parallel closely those found in the main
groups of the study by Logan and Cushion (1958), which was carried out in 106
practices in England and Wales. Their results are included in Table IV.
Maybin's (1963) figure for psychiatric and psychoneurotic patients (Group 5) was
5 per cent, which corresponds exactly to our findings. The rate for this group, in
particular, may be the most variable of all the morbidity groups and must result
from the interest of the practitioner in this area of morbidity. Waterson (1965)
shows very similar results to ours for a country practice in Scotland.
The hospital referral rate of patients for investigation or admission was 104 per
1,000 patients at risk compared to Maybin's figure of 190. Many of these referrals
were for confirmatory investigation only - the diagnosis having already been estab-
lished. This referral rate could be decreased greatly if open access to radiological
facilities, including contrast media, were made available to practitioners in the
Belfast area.
49
Class
1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19CONCLUSION
1. In an urban practice of 3,997 patients, the direct patient/doctor contact rate
was 3.7.
2. A nurse/receptionist, used in a limited role, greatly decreased the gross work
load of the doctors.
3. Morbidity in an urban practice in Northern Ireland does not differ greatly
from morbidity in Great Britain.
4. Hospital referral rate in our practice could be decreased by open access to
radiological facilities including contrast media.
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